SUMMARY Two cases are reported of syrinx associated with an intramedullary metastasis. The first presented with hyperaesthesia in the right arm and bilateral pyramidal leg weakness, the second with a partial right sided Brown Sequard syndrome with a sensory level at D6. A possible pathological mechanism for the development of such syrinxes is discussed.
Since its description by Olliver in 1827, syringomyelia and its pathogenesis have continued to be the subject of debate. Syrinxes associated with neoplasms of spinal cord origin have long been recognised, and both the cyst cavity and the associated tumour can now be readily demonstrated with high resolution postcontrast CT scanning and magnetic resonance imaging (MRI).-However, apart from Barnett's review,4 there has not been much discussion of the pathogenesis of such cysts since the 1950s.
Metastasis to the spinal cord is unusual but well described. A syrinx associated with a spinal cord secondary, found in a necropsy specimen, has previously been described. 4 We report two cases of syrinx associated with an intramedullary spinal cord metastasis diagnosed during life. The pathogenesis of these lesions is discussed. In the first half of this century, many believed that spinal cord tumours and all syrinxes were aspects of a common process.6-8 Syrinx formation was thought to be secondary to metaplasia of the spinal cord, evidenced by glial proliferation in the cavity wall. Such gliosis is now considered to be secondary to syrinx formation, and discussion has for many years concentrated on two hypotheses: that syrinx formation results from ischaemic necrosis of the central cord, either as a primary event or secondary to adhesive arachnoiditis involving the meningeal vessels; 7 9 or, that a disturbance of CSF dynamics allowed the cord to be split by pressure waves.10 " While the latter is a most attractive explanation of "communicating" syringomyelia and has experimental support, 12 it cannot readily explain syrinx formation. in association with spinal cord tumour. Barnett in 19724 and Will-iams in 198013 could not discount the old theory of metaplasia as an explanation of syrinx formation related to primary tumours, but the association of such cavities with metastatic cord tumours cannot be accounted for in this way.
Pencil-shaped softening of the central cord often with a cystic component is well described in association with spinal cord trauma'4 and extradural compression either from spondylosis, or extradural metastasis.'5 Jellinger considered that such softening was of vascular origin and was an early stage in the formation of post traumatic syrinxes. There have been several recent reports of such pencil-shaped softening (although without mention of a cyst) in association with intramedullary metastasis.'6 18 Hashizume etal'5 18 reported such softening in three out of five cases of intramedullary metastasis. The changes extended over several segments on either side of the tumour deposit, in the ventral part of the posterior columns and the central grey matter, the same area as is affected in post traumatic cases. Hashizume et al's three cases were all associated with bronchial carcinoma and the average interval between symptom onset and death was seven weeks.
In our cases the primary tumours were colonic and mammary adenocarcinoma, which tend to run a slower course than bronchial carcinoma. The interval between the onset of symptoms and surgical intervention was more than six months in both of these patients, far longer than in Hashizume et al's cases.
It may be that "pencil-shaped softening", possibly of vascular aetiology preceded cavitation in the genesis of the syrinxes we report.. Syrinxes associated with primary cord tumours may be formed in the same way, rather than by fluid exudation as has been suggested.13 19 Syrinxes associated with spinal cord metastasis have not previously been reported during life, perhaps because intramedullary metastasis usually occurs in the context of rapidly fatal disseminated disease. 16 -18 However, our observation of two cases in the last year suggests that recent advances in spinal cord imaging with the more active surgical approach they allow, will bring to light an increasing number of such cases in the future.
